feel weak and he cannot walk without sticks, but his real difficulty is that walking is painful.
Family history.-Nothing of interest. Condition on examination.-General condition is fair; there has been no pyrexia; average pulse-rate 84. Central nervous system, chest, and abdomen are normal. Clubbing of fingers present.
Hip-joints: neither hip-joint will fully extend; there is always 100 flexion.
Flexion is full on the left, almost full on the right.
Unable to abduct the thighs. Cannot cross the left leg: the right leg can be crossed about 10°.
Gait: Shuffles along a few inches at a time and complains of much pain. Wassermann reaction: Blood, + +-; cerebrospinal fluid, negative.
Cerebrospinal fluid: Normal. Radiology: The whole skeleton was examined by X-rays and the following abnormalities detected: Pelvis and hip-joints: Heads of both femora flattened. The left one shows a slipped epiphysis. The horizontal ramus of the left pubic bone shows an area of destruebion, and there is a similar area in the upper part of the right femur, as also in the transverse processes of some of the lumbar vertebrae. Skull: The bones present a somewhat woolly appearance, but no areas of destruction are seen. Hands: The left hand shows a translucent area at the base of the second metacarpal bone, and the bones generally show some atrophy.
The blood pbosphorus has not been estimated.
Discussion.-Dr. F. PARKES WEBER said that the possibility of the case being an atypical one of Recklinghausen's generalized osteitis fibrosa had not been excluded. This involved the question of parathyroid adenoma.
Dr. GILBERT SCOTT said that the general decalcification of bones of the skeleton, especially noticeable in the radiograph of the hand, clearly indicated a metabolic disturbance and suggested the possibility of some pathological condition of the parathyroid, but not necessarily a tumour, as this gave rise to a fibro-cystic condition of the bones, in addition to decalcification. There were no bone-cysts in this case.
Dr. POYNTON said he wondered whether this was a case of rheumatoid arthritis, or, rather, of arthritis deformans with a syphilitic basis. These cases had been described, particularly in France by Dufour.
Chronic Ulcers on the Soles of the Feet, of Unknown Pathology.-H. J. B. ATKINS, F.R.a.S. (introduced by the PRESIDENT).
G. E., aged 23, a waiter, complains of persistent ulceration of the sole of the left foot, the right foot having been amputated on account of a similar condition a year ago. No previous history of importance.
Family history.-A sister died of phthisis. History.-A callosity under the head of the first metatarsal of the right foot developed what was described as a "red scab" which, with the application of hot fomentations, broke down to form an ulcer. To relieve the pressure the patient resorted to walking on the outside of his foot, and shortly afterwards another ulcer appeared under the head of the fourth right metatarsal. The ulcers were curetted and under treatment by rest in bed tended to disappear, but broke down again as soon as the patient got on his feet. X-ray examination 1931: Bony changes in head of fourth metatarsal in relation to ulcer. This was again scraped; at the same time tenotomy was performed in order to relieve hyperflexion of right toes. Complete healing followed after two months' rest in bed and the application of ultra-violet light, but in 1932, when work was resumed, the leg became swollen and blue, and in two months the ulcers had recurred. A further period of rest and light treatment caused the ulcers to heal, but again they reappeared on walking. With each recrudescence there was a painful swelling in the right groin. No tingling or numbness; no apparent weakness of the limb, and no disturbance of micturition at any time.
1933: Admitted to Guy's Hospital under Dr. C. P. Symonds. On examination: Ulcer about the size of a shilling under right metatarsal head, with necrotic semi-liquid centre; similar ulcer, somewhat smaller in size, under nead of fourth metatarsal of same foot. Pulsation in dorsalis pedis artery present. Some wasting of thigh, and pes cavus and hammer toe on right side.
Examination of central nervous system showed (1) high degree of myopia;
(2) absent ankle-jerks; (3) October 1933: A similar ulceration appeared at the base of the first left metatarsal. Eusol dressings applied locally; no improvement to September 1934. Readmitted to hospital. Recent investigations of blood and cerebrospinal fluid confirm previous findings.
(I am indebted to Mr. E. C. Hughes for permission to sbow this case.)
Erythro-leukaemia, in which the Myeloid Leukmmic Component is, as usual, of the Benignant Type-F. PARKES WEBER, M.D.
All the various cases of erythromia and erythro-leukemia can be arranged as points corresponding to the links in a chain uniting simple erythreemia (in which the erythocytes, but not the myelocytes, are increased in number) with the exceedingly rare cases in which undoubted malignant myeloid leukLemia has supervened. The majority of old cases of splenomegalic polycythiemia of the Vaquez-Osler type show a greater relative increase of granulocytes than of erythrocytes and are really cases of erythreemia associated with a non-malignant type of leukeemia, in which very few of the granulocytes are unripe. This type of leukoemia is of extreme rarity when not associated with erythremia. In very rare cases the leuktmic component of the erythro-leukemic syndrome becomes malignant, and the granulocytes are enormously increased in number and include a considerable proportion of unripe forms (myelocytes), as in ordinary cases of (malignant) myeloid leukemia. In the present case the leucocytes mostly vary between 20,000 and 30,000 per c.mm. of blood, and are mainly polymorphonuclear neutrophils; the leukemic component of the erythroleukeemic syndrome is therefore, as usual, of the non-malignant type; in fact, it is no more malignant than the erythraemic component is.
